We report on three patients exhibiting tumours with exophytic pedunculated structures with eroded surfaces. All cases showed the basic histopathological features of poroma accompanied by large, invaginated ductal structures lined by multiple layers of columnar or cuboidal cells. The columnar cells of invaginated ductal/cystic structures focally exhibited subtle features reminiscent of decapitation secretion along with dense infiltration of plasma cells in the surrounding stroma, mimicking syringocystadenoma papilliferum.
INTRODUCTION
Poroma is a benign cutaneous adnexal tumour exhibiting differentiation towards the distal portions of sweat ducts. 1 In most cases, the neoplasm presents with a domeshaped or pedunculated reddish nodule. The lesions are seen most commonly on the palms and soles, although they can occur anywhere on the skin surface. The diagnosis is typically made in patients aged 50-70 years, with no distinction between sexes. 2, 3 Histopathological, poromas are composed mainly of poroid cells, small and uniformly cuboidal basophilic cells with round nuclei. Tubular and ductal structures are detected within the neoplasms, which are lined by pale cuticular cells and whose luminal surfaces are rimmed with cuticle. 4, 5 Together with these basic characteristics, a variety of histopathological features of poroma has been reported, including typical mitotic figures, foci of necrosis en masse and highly vascularised stroma. Although poroma is generally believed to differentiate towards the intraepidermal ducts of the eccrine sweat glands, Ackerman's group has suggested the existence of apocrine variants, which histopathologically show connection to follicular infundibulum, elongated tubules with hints of decapitation secretion and/or the coexistence of sebaceous differentiation. 6, 7 Large ductal lumens lined by polygonal or columnar cuticular cells are frequently detected in these apocrine variants, as well as in~30% of nonapocrine cases. 8 Poromas harbouring histopathological features resembling syringocystadenoma papilliferum have not been reported to date. Here, we report three cases of poroma with large luminal structures histopathologically mimicking syringocystadenoma papilliferum. 
CASE REPORTS

Case 1
A 79-year-old man presented with a reddish tumour on the sole of his left foot, which had been evident for 10 years. He had a past history of aortic valve insufficiency, hypertension and glomerulonephritis. Clinically, a 12 9 9-mm reddish pedunculated nodule was observed on the left sole. The tumour surface was largely eroded, and the remaining overlying skin was macerated (Fig. 1a) . Pyogenic granuloma was clinically suspected, and an excisional biopsy was performed. Histopathological analysis revealed papillary and reticular epithelial growth ( Fig. 1b-d) , which was composed of small poroid cells forming small ducts rimmed with cuticle ( Fig. 1d , e). Large ductal invagination from the surface was detected focally, and cystic papillary structures were noted at the bases of these areas (Fig. 1f) . These invaginated ducts and cysts were lined by pale columnar cells surrounded by multiple layers of cuboidal poroid cells. Subtle features mimicking decapitation secretion were detected focally on the luminal surface (Fig. 1g ).
In the surrounding stroma, dense infiltration of plasma cells was noted (Fig. 1d , e, g). Although syringocystadenoma papilliferum was suspected initially, we diagnosed this case as poroma with syringocystadenoma papilliferum-like features due to the predominance of poroid cells in the tumour.
Case 2
An 80-year-old woman presented with a nodule on her right thigh, and an excision was performed (no further clinical data were available). Histopathological analysis revealed a 4 9 1.5-mm exophytic pedunculated lesion composed of anastomosing cords of epithelial cells in continuity with the epidermis (Fig. 2a) . At the centre of the lesion, a large, invaginated duct was noted (Fig. 2b) . The large ductal structures were lined by eosinophilic columnar cells showing subtle features of decapitation secretion on the luminal surface (Fig. 2c) . The outside of the ductal structure and the main body of the lesion were composed of multiple layers of small poroid cells (Fig. 2d) . Infiltration of plasma cells was noted in the surrounding stroma. We diagnosed this case as apocrine-type poroma with syringocystadenoma papilliferum-like features due to the predominance of poroid cells and presence of elongated large tubules showing subtle features of decapitation secretion.
Case 3
A 71-year-old man presented with a nodule on his left thigh, which had been present for 3 months. He had a past history of psoriasis vulgaris, malignant lymphoma, cutaneous squamous cell carcinoma and bladder cancer. Clinically, a 12 9 7-mm pedunculated reddish nodule with a partially eroded surface was noted on the left thigh (Fig. 3a) . Poroma was clinically suspected, and an excisional biopsy was performed. Histopathological analyses revealed a tumour composed of irregularly shaped tumour nests forming a reticulated structure (Fig. 3b, c) . A large ductal structure was invaginated from the overlying epidermis into the tumour nests, forming cystic and papillary lumens (Fig. 3c, d ). The cystic structures were lined by amphophilic cuboidal cells, with many cells exhibiting subtle features mimicking the decapitation secretion on the luminal surface. Plasma cell infiltration was detected in the stroma surrounding the cystic structures (Fig. 3d) , with the main body of the tumour composed of small poroid cells (Fig. 3e) . Although syringocystadenoma papilliferum was initially suspected, we diagnosed this case as poroma with syringocystadenoma papilliferumlike features due to the predominance of poroid cells in the tumour.
DISCUSSION
The three cases of poroma presented here showed characteristic histopathological features resembling syringocystadenoma papilliferum, which is a benign hamartomatous lesion frequently associated with naevus sebaceous. Typically, syringocystadenoma papilliferum is seen as a solitary nodule affecting the scalp, face, neck, trunk or lower extremity. 9 Histopathologically, syringocystadenoma papilliferum is characterised by invagination from the overlying squamous epidermis, forming papillary and cystic structures lined by a double layer of epithelium consisting of luminal columnar cells and peripheral cuboidal myoepithelial cells. The columnar cells exhibit decapitation secretion on the luminal surface. Dense plasma cell infiltrates are seen in the surrounding stroma, particularly in the stroma of the papillary projections (typical histopathological features of syringocystadenoma papilliferum are shown in Fig. S1 ). 9 The histopathological features observed in the three cases presented here, particularly that of the large ductal/cystic structures, were similar to the features of syringocystadenoma papilliferum. The histopathological differential diagnosis of our cases included hidradenoma papilliferum and nodular hidradenoma. The main proliferation pattern seen in these three cases was reticular growth from the epidermis, which differed from that of the intradermal nodular structures of hidradenoma papilliferum and nodular hidradenoma. Furthermore, the prominent papillary structures characteristics of hidradenoma papilliferum were not detected in our cases. Tumour cells in these cases also differed from those of typical nodular hidradenomas, which are comprised primarily of polygonal cells with eosinophilic/clear cytoplasm, forming a small number of tubular spaces. Although the exclusion of these differential diagnoses and histopathological findings in present three cases reminds us of syringocystadenoma papilliferum, typical syringocystadenoma papilliferum-like features were present only focally within the tumours; the remaining bodies of the tumours showed features more characteristic of poroma. Moreover, the double-layered epithelium, a characteristic feature of cyst walls in syringocystadenoma papilliferum, was not detected clearly in all three cases. Although subtle features of decapitation secretion were detected in all cases, they differed somewhat from the typical clear 'pinched-off' secretion. In addition, the ductal and cystic structures were surrounded by multiple layers of poroid cells. Based on these histopathological findings, we ultimately diagnosed these cases as poroma with focal histopathological features mimicking syringocystadenoma papilliferum.
The syringocystadenoma papilliferum-like features in our cases were localised to the large, invaginated cystic structures within the lesions. In an analysis of 384 poroid neoplasms, including 98 apocrine-type lesions defined by the Ackerman's criteria, elongated tubules lined by polygonal or columnar cells were noted in 98.0% of apocrinetype poromas and 30.1% of the nonapocrine type. 1, 8 It is therefore reasonable that syringocystadenoma papilliferum-like features would occasionally be seen in poromas, particularly in the apocrine type. Although the distinction between apocrine and eccrine types is not always obvious, case 2 in the present report was likely of the apocrine type. In addition to the invaginated cystic structures evident in these cases, chronic external irritation likely contributes to the presence of syringocystadenoma papilliferum-like features in poromas, as all three lesions presented as single exophytic pedunculated lesions with eroded surfaces. Infiltration of plasma cells around the invaginated structures may be associated with such irritation.
CONCLUSIONS
We propose that exophytic poromas with large elongated tubules may show syringocystadenoma papilliferum-like features under continuous physical irritation. Further studies of larger numbers of cases are desirable to validate these findings.
